An 11-year-old boy suddenly developed paroxysmal ventricular tachycardia, a very rare and often fatal cardiac arrhythmia, and was referred for psychiatric care after months of only moderate response to medical management. The boy and his parents were treated for over a year. The parents learned through close observation that feelings of impatience, frustration, and annoyance were associated with ventricular tachycardia and that postexercise periods, achievement, and contentedness were associated with normal sinus rhythm. The observations were confirmed and documented by the use of a standard and portable EKG unit. The probable psychophysiologic mechanisms include norepinephrine stimulation; symptoms appeared related to specific attitudes.
JTAROXYSMAL ventricular tachycardia, either as a result of structural heart disease or as a "spontaneous" arrhythmia, is an exceedingly rare and often an ultimately fatal event. When this disorder is encountered in an 11-year-old boy its management is of particular importance and interest; to the authors' knowledge, it has not been described in psychologic detail in a child. The understanding of environmental variables and their relationship to emotional and psychophysiologic reactions appeared crucial in this case in that medical management was only partially successful.
Convincing evidence that emotional factors are important in paroxysmal ventricular tachycardia came when its appearance was noted in normal subjects in particular situations. Twenty years ago Katz disclosed 2 cases of reversible ventricular fibrillation induced by emotional upset. 1 More recently Hiss and associates recorded frequent ventricular premature contractions and occasional runs of ventricular tachycardia in a few aerospace trainees experiencing stressful conditions.-Wolf published an account of this arrhythmia occurring in an individual experiencing both real and symbolic stress. 3 Marmor and Kert presented a detailed and excellent case history of such an individual, complete with cardiologic findings, psychiatric evaluation, and treatment results. 4 Ventricular tachycardia or fibrillation, 181 even in a subject without pre-existing heart disease, is a serious concern. Harvey and Levine have proposed that some cases of death from fright are explainable by the occurrence of this arrythmia/' Cannon's report on voodoo death, and Richter's account of cardiac death in animals provide evidence of the lethality of terror and perceived isolation without hope of recovery. 0 ' 7 Wolf suggested that cardiac death accounts for the majority of sudden deaths following snake bites: 85% of such deaths are not accounted for by the quantity of venom inoculated. 3 The presentation to follow does not focus on the functional versus structural basis of the child's ventricular tachycardia. Rather, it illustrates the psychiatric and psychophysiologic contributions to the understanding and formulation of his medical management.
Case Presentation
Present Illness Don E., an 11-year-old, white, thirdgeneration American boy, had been in robust health until September 1963. A number of life changes took place that summer. The family made two residential moves. They were building a new home which was more protracted and expensive than anticipated. This delay necessitated renting an unkempt small house for 2 months. Don had always had his own room. The neatness and order of his belongings rivaled the housekeeping perfection of his mother. In the rented home Don had to share a room with his 2 younger brothers. By Don's standards the new room was filthy and chaotic. Mr. E. consistently worked overtime to help meet unanticipated expenses. The family missed their usual summer vacation. Meal and bedtime hours became irregular, as Mrs. E. felt unable to maintain family order and discipline without her husband home. By September the family was living in their partially completed new home. Don began attending a new school and played a competitive team sport (football) for the first time. The morning of Sept. 20, after insisting on camping out in the yard the night before, he awoke in full-blown congestive heart failure.
The family physician, a cardiologist, first saw the patient that evening. He described Don as a bit surly and uncooperative, appearing annoyed at having his television viewing interrupted for an examination. The patient was slightly cyanotic with a respiratory rate of 22-26 and blood pressure of 114/90. Examination of the chest revealed inspiratory rales at the left base. The heart was found to be enlarged and an irregular tachycardia of 150 beats per minute recorded. Moderate hepatomegaly was present. A chest film confirmed the findings of cardiac enlargement and pulmonary congestion. A venous angiocardiogram demonstrated the cardiac enlargement to be due to myocardial dilatation rather than to a pericardial effusion. Subsequent electrocardiograms showed an ectopic left ventricular focus with mild left ventricular hypertrophy.
Medical treatment was moderately successful. Employment of Digoxin,* diuretics, and bed rest resulted in some improvement. Attempts at cardioversion were unsuccessful. Administration of digitalis was discontinued and quinidine started, but bouts of tachycardia were seen to persist at an alarming frequency.
History
Both parents were from a midwestern farming community and of Scandinavian descent with Lutheran religious convictions. Mr. E. has a high school diploma. Both left high school to marry. Mr. E. completed his education in the Army.
Several major life events clustered around Don's birth and first few years. He was an unplanned baby, born during the first year of the marriage. It was an uneventful pregnancy and delivery. Two months later the father was drafted into the Army. Mrs. E. accompanied her husband to his first assignment and Don was left in the care of a paternal aunt. When the child was 6 months of age the family was reunited and the parents first became aware of their child's fearfulness. Mr. E. was reassigned and this time the mother took Don and returned *Rcxall Drug Company, Los Angeles, Calif.
PSYCHOSOMATIC MEDICINE home to Jive with her father who hud been widowed for several years. During the next year the maternal grandfather developed a strong attachment for Don and continues to favor the patient over the subsequent grandchildren. During Don's second year the family moved again. Shortly after Don had surgery for a rectal fissure, the middle child was born. Don's third year was marked by two more residential moves and the birth of the youngest sibling. Don's developmental landmarks, such as walking, talking, and successful toilet training, appeared moderately delayed when compared with those of his siblings. The parents felt that this delay was due to his tearfulness of any new activity.
From the age of 3 until the present illness, Don lived in the same room, his father worked for the same company, he went to the same school, and he played with the same companions. There were no major alterations in family composition or function. He was in excellent health throughout these years. The maternal grandfather established a pattern of yearly sojourns during the winter months to live with the family. Each summer the family vacations at the homes of the maternal and paternal grandparents.
Don's school experience revealed extreme frustration when he could not accomplish assignments perfectly. He has been described by parents and teachers as diligent, reserved, competitive, selfish, sullen, and possessive, with an occasional propensity to tease and ridicule vulnerable age mates.
Psychological Tests Four months after the initial episode Don's slow recovery prompted referral for psychological testing. On the Wechsler's Intelligence Scale for Children he demonstrated bright-normal intelligence. Projective testing (Rorschach, Thematic Apperception Test, House-Tree-Person Test) disclosed rigid defenses against hostile and aggressive impulses, with denial and withdrawal as his primary defense mechanisms. An additional prominent feature was massive fear, directed primarily toward his lather.
Clinical Referral and Evaluation
When Don was referred to the child psychiatry clinic of this hospital, 6 months
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after the illness onset, the home situation had become intolerable for all. The family had catered to Don's every whim in hopes of alleviating the frequent tachycardia. 11 his wish was refused he would throw himself on the floor, screaming and thrashing. This behavior caused all concerned to fear a heart attack and Don's demand would be granted.
Upon evaluation Mrs. E. was seen as a forthright, anxious, sincere, and moderately dependent person, who described herself as a perfectionist and sensitive to criticism. Mr. E., a muscular, somber, extremely restrained individual, saw himself as the usual disciplinarian. When angered he would maintain a stoic facade, and he never volunteered his feelings. Don proved to be a near-replica of his father in appearance and behavior. The next oldest sibling, with whom Don had always had intense rivalry, also closely resembled Mr. E. The youngest sibling was seen to be outgoing, congenial, and generally happy.
Don was seen weekly for individual play therapy for more than a year. Mrs. E. was seen individually prior to Don's session, and about once a month both parents were seen in family therapy.
Treatment of Parents
Work with the parents progressed rapidly. The key to their understanding of how life situations and resultant emotions contribute to Don's arrythmia was a heart-rate diary. Every day a morning, noon, evening, and bedtime pulse recording was entered with a simultaneous note on his general mood. They often made comments concerning the surrounding events. It became apparent that feelings of impatience, frustration, and annoyance were associated with the higher pulse rates. "Good moods," achievement, contenteclness, and periods closely following exercise were associated with lower pulse recordings. Most often Don's pulse ranged between 90 and 130. Several examples of low pulse recordings were seen to follow the resolution of an unsettling experience. For example, a release of pent-up frustration and disappointment was seen after Don's crying over a medical disqualification from certain school games. After he had cried, his heart rate was in the 70's for the first time since the diary was begun. A day of low 80's and high 70's came after a deserved spanking on the preceding evening. It was the latter kind of evidence that convinced the parents that discipline could be reinstated. His temper tantrums disappeared soon afterward.
Thus at time of referral, the changes in the boy's behavior and his tenuous cardiac state so affected the parents that they were unable to be effective as parents, i.e., clear and secure in themselves about how to be helpful to the boy in a period of turmoil. The result of their therapy was an increase in their firmness and a gradually increasing sense that what they thought was correct for their child was indeed so, despite the potentially fatal ventricular arrhythmia. Thus, the cycle of increasing anger, anxiety, and guilt as expressed in the interactional patterns between the boy and the parents was reversed and gradually replaced by confidence and firmness.
Treatment of Child
Don proved to be a very difficult patient. He admitted to little or no discomfort, even during bouts of tachycardia. He saw no need for psychotherapy.
Play therapy added some inducements. In September a specified portion of each session was allocated to the building of a model car, one Don selected in keeping with an interest in automobiles. The model took over 2 months to complete. He looked forward to each session and wished to work overtime to hasten the construction. It was learned from the mother that previous model-building had ended in too much glue and misaligned parts. Dissatisfied with the result, he would discard it.
The therapist imposed limits as Don began by misgluing and breaking several parts. After repeated offers of help Don began to accept assistance on difficult tasks. The enforced time limit for working on the model was a new experience, and gradually his ability to tolerate delay increased. Asking for help from the therapist carried over to requesting his father's aid with schoolwork.
At other times games were used to explore and work with his competitiveness. During a game of checkers the therapist might comment on Don's obvious disappointment and frustration as he was losing.
Sample remarks would be: "You sure don't like to lose, do you?" Often a follow-up remark might be: "Most people don't like to lose, but they learn to accept it." Over the months the parents reported that Don seemed to be less and less susceptible to teasing and challenges from his peers. As he placed less emphasis on trying to outdo others he relaxed more and his perfonnance improved. Improvement brought about increased enjoyment and further relaxation.
Brief Exacerbation of Illness
Precisely 1 year after the onset of Don's illness occurred a near-duplication of life events such as surrounded his initial heart failure. Don's room was suddenly no longer his accustomed sanctuary. His grandfather was temporarily occupying Don's room; in addition, because the house was being painted, for 2 weeks Don's furniture was kept in the hall. Mr. E. was gone from home 2 evenings a week for an evening class, and each weekend he went hunting. Mrs. E. was again feeling unsupported in her attempts at family discipline. Don was once more involved in the start of a school year and in competitive football. In addition to these events he became a target of ridicule among his clothes-conscious sixthgrade classmates because of his rural-style clothing, and began requesting more popular-type clothes. These events coincided with the first serious attempt to reduce Don's medications. He subsequently developed near-persistent tachycardia. Medication was increased at the same time that several of the family disruptions were settled. He rapidly returned to good health and has remained so until the present. Later attempts at medication reduction when environmental changes were at a minimum were successful.
Psychophysiologic Study
Throughout the year attempts were made to document variations in cardiac performance during emotionally charged and neutral events. An initial attempt to reproduce in the laboratory setting a variety of subjective feelings in Don, while he was monitored by EKG, was through the use of psychological testing. During the testing the patient was aware of feelings of annoyance, frustration, competitiveness, and failure. He also experienced feelings of success, achievement, and self-worth toward the end of the session. Unfortunately, his anxiety about the testing situation resulted in an initial regular tachycardia of 126. During the testing his heart rate increased to 150 and became irregular. Throughout the time that reassurance was given and ventilation of his anxiety allowed, his heart rate dropped to 120 and returned to a regular rhythm. To circumvent the anxiety for the patient inherent in the laboratory experiment, and to enlarge on our mood and heart rate observations, use was made of a portable EKG unit and a diary.
Don came to the cardiology lab one weekday morning, accompanied by his grandfather, so that electrodes could be placed and connected to the portable EKG. It carried a 9-hr, reserve of recording tape. The two then went by bus to Don's school. They missed connections, and had to wait 20 min. in the rain, and later, an hour at the central depot. During these delays Don was aware of strong feelings of impatience: "I wanted to get out of there [bus depot]." "I kept waiting for the bus to come." For the initial 3-hr, period the tape showed almost continuous ventricular tachycardia ( Fig. 1) .
At school he took pride in telling his peers about the EKG unit. After 2 classes he went "on patrol" and then walked home.
At these times normal sinus rhythm alternated with the ventricular tachycardia. Arriving home he expected to play with one of the preschool children that Mrs. E. cares for during the day. However, the child was taking a nap and for 20-30 min. Don had to wait for him to awake. He stated: "I wanted him to hurry and wake up." The long nap excluded the intended play time. During this period Don's heart rhythm reverted to near continuous ventricular tachycardia.
The remainder of the evening went quite smoothly. He watched some iavorite television shows and had an uneventful dinner. He accomplished his homework with confidence and satisfaction. After study time he watched additional television programs which were funny and pleasing. Over this 3-hr, period his arrhythmia steadily improved and the final 2 hr. were of virtually continuous normal sinus rhythm (Fig. 2) .
Discussion

Play Therapy
It was apparent early in the treatment that Don placed great reliance on rather shaky and poorly functioning compulsive defenses. Challenges, which were numerous, were met with hurried, inde- FIG. 1 (top) . Ventricular tachycardia recorded during period of strong feelings of impatience. FIG. 2 (bottom) . Normal sinus rhythm recorded during period of study and quiet recreation. pendent strivings that usually resulted in failure-much as his earlier attempts at model car building. Major emphasis throughout the therapy was on reshaping the ego aspects of his compulsive defenses.
Through the model car assembly and into games and schoolwork there was a noticeable element of identification with the therapist. The patient readily responded to comments about his performance and appearance. Failures to come to the clinic were rare, and then by decision of Mrs. E. because of illness or lack of transportation. He became very responsive to his male teacher and his grades improved each quarter.
Social Changes and Illness Onset
The first 3 years of Don's life were characterized by frequent environmental changes, some illness, and phobias. The next 8 years provided remarkable environmental stability and good health. In the 3 months prior to the present illness he had experienced major social readjustments in residence, peer group, school, sports, family behavior and finances, personal habits, and vacation schedule. A moderate resurgence of most of these parameters preceded his brief exacerbation of illness 1 year later. This dramatic clustering of social changes prior to the onset of a major health change has been documented for a variety of heart diseases, tuberculosis, skin disease, inguinal hernia, and pregnancy. It has been termed a psychosocial "life crisis" and proposed as a universal, necessary, but not by itself sufficient, condition for a major health change. 
Resemblance to Paroxysmal Atrial Tachycardia
In their study of adults with auricular arrhythmias, Duncan and associates noted strong unexpressed emotions prior to exacerbations.
0 Some of the sources of these strong emotions were longstanding anxiety, hostility, sensitivity to criticism, and inability to alter compulsive patterns. Falstcin and Rosenblum reported the cases of 2 children with supraventricular tachycardia and were impressed with the narcissism and strivings for omnipotence shown by both children. 10 The adult with paroxysmal ventricular tachycardia, described by Marmor and Kert, manifested most of these same personality variables.
1 All of the above character traits are outstanding aspects of Don's personality.
Holmes has defined a specific attitude associated with paroxysmal atrial tachycardia.
11 At the time of symptoms the patient feels that things are not proceeding according to schedule and should be speeded up. Typical statements are: "Let's get going." "Let's get things started." Don's emotional state when experiencing ventricular tachycardia was characterized by impatience and annoyance. At such times his statements were: "I wanted to get out of there." "I kept waiting for the bus to come." "I wanted him to hurry and wake up." The attitudes in the two conditions appeal-identical.
The probable psychophysiologic pathway for both of these arrythmias is via the autonomic nervous system. In paroxysmal atrial tachycardia there is direct sympathetic excitation of the pacemaker; parasympathetic contribution is in shortening the recovery time of myocardial cells following excitation. Rushmer states that sympathetic, but no parasympathetic, fibers innervate the ventricles.
12
The most potent cardiac excitatory agent appears to be norepinephrine. Braunwald and associates report that norepinephrine is synthesized in the heart and that the major concentration is found in the ventricles. 13 The ventricular adrenergic receptors, which may be critical areas of influence of an ectopic focus, may then be stimulated by either release from the heart's own norepinephrine pools or by the agent blood borne from the adrenals.
Relationship to Physical Exercise
Of particular interest was the fact that physical activity demonstrated no consistent effect upon Don's arrhythmia. Often a marked slowing of pulse rate followed strenuous exercise. In situations inciting strong competition, regardless of the amount of physical exertion required, tachycardia was frequently observed. Over the course of treatment the intensity of Don's competitiveness abated dramatically.
Summary
A previously physically normal 11-year-old boy was diagnosed as having paroxysmal ventricular tachycardia after the abrupt onset of congestive heart failure. Despite slow partial improvement with medical management, the boy remained a cardiac cripple. The parents found themselves in an ever-deteriorating cycle. As attempts to control his gradually increasing misbehavior led to temper tantrums which they feared would aggravate his heart condition or even be fatal, they guiltily and angrily complied to his whims. The boy and family were referred to a child psychiatry clinic and treated for over a year.
Psychotherapy and the use of a heart rate-mood diary let the parents observe that when the boy experienced impatience, competitiveness, frustration, and annoyance, he usually manifested ventricular tachycardia. They also learned that the setting of firm limits (once even with a spanking), postexercise periods, achievement, and contentedness were generally associated with normal sinus rhythm. These observations were documented by the use of a portable electrocardiogram unit. A 9-hr, recording was correlated with the boy's activities and subjective experiences.
The parents learned to understand their own as well as the boy's part in their psychopathological interactions. 
International Association for Suicide Prevention
The International Association for Suicide Prevention was officially established with registration of its constitution in Vienna, Austria, Mar. 10, 1965, and held its Third International Congress for Suicide Prevention, Sept. 22-25, 1965, in Basel, Switzerland. The professional portion of the Congress consisted of three sections with two main papers and discussants in each. The first session focused on suicide in specific pathology groups; the next, problems of prevention of suicide in particular age categories; and the last, on suicide under special conditions. The Association has among its goals the establishment of an organization in which individuals and agencies of various disciplines and professions from different countries can find a common platform for interchange of experience, literature, and information about suicide. The Association aims for a wide dissemination of the fundamentals of suicide prevention, both to professional and public resources; to arrange for specialized training of selected persons in suicide prevention; and to encourage, facilitate, and carry out programs and research, especially those which can be pursued through international joint cooperation.
Elected officers of the Association are as follows: President-Dr. E. Ringel, Vienna, Austria; Vice-Presidents-Dr. E. Stengel, Sheffield, England, and Reverend E. Bernspang, Eksbo, Toarpsdal, Sweden; General SecretaryDr. N. L. Farberow, Los Angeles, Calif.; Treasurer-Dr. W. Poeldinger, Basel, Switzerland. The Fourth Congress for Suicide Prevention will be held in September 1967 in Los Angeles, Calif. Interested persons may obtain further information and/or membership in the Association by writing to: Dr. Norman L. Farberow, General Secretary, Suicide Prevention Center 2521 West Pico Blvd., Los Angeles, Calif. 90006.
